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K 0511 NFPA 101 LIFE SAFETY CODE STANDARD ' K051 i
§$=D| - ‘
i Afire alarm system is installed with systems and Kos1 _
: companents approved for the purpose in 1.) The Diirector of Maintenance
accordance with NFPA 70, National Electric Code _ relocated smoke detector in the
and NFPA 72, National Fire Alarm Code to : " front hall on April 12, 2016, and

provide effective warning of fire in any part of the
building. Fire alarm system wiring or other
trangmission paths are monitored for integrity,

refocated the smoke detector in the
hall by therapy on April 25, 2016.

Initiation of the fire alarm system is by manual 2) Th‘z Mamtepal}cc .ll:?lr ector
means and by any required sprinklet system audited the entire facility for
alarm, detection device, or detection system. : proper compliance to ensure
Manual afarm boxes are provided in the path of | smoke detectors were located at
egress near sach required exit. Manual alarm i least 3 feet from an air supply on
baoxes in patient sleeping areas shall not be April 12, 2016.

required at exits if manual alarm boxes are 3.) The Maintenance Director was

located at ali nurse's stations. Occupant 'g
neftification is provided by audible and visuzl :
signals. in critical care areas, visual alarms are
sufficient. The fire alarm system transmits the
alarm autematically to notify emergency forces in
the evant of fire. The fire alarm automatically
activates required controf functions. System
records are maintained and readily available.
18.34, 19.3.4, 8.6 ! compliance. i
This STANDARD is not met as evidenced by: l 4.) Audits of the preventative
Based on observation and interview, the facility | maintenance program, which

!

I

in-serviced by the administrator on
ensuring smoke detectors were
located at least 3 feet from an air
supply on April 26, 2016, The

: preventalive maintenance program
i will include anditing the smoke
detectors to ensure that it is in

fatled to ensure sm oke detactors were [ocated at . include the assessment of the -,

supply, will be performed by the | -
Maintenance Director daily times |
Observation and Interview with the Maintenance 5 days and then weekly times 3 l
Director, on 4/11/16 at 10:15 AM confirmed the | weeks and then monthly times2 !

smoke delectors in the front hall and hall by [ months and/or until 100%

therapy were located too close to air supply. ' compliance,
|

The findings include:

These findings were verifiad by the Maintenance '
Supervisor and acknowledged by the |
Administrator during the-exiteesferenge on 'r | !

b

LABORATORY DIRECTOR' LIER REPRESENTATNE'S SIGILIATURE - T OTIME 'pca; DATE
N Yla1] e

Any deficiency statement ending within astarsk {*) denctes a Msficiency which tha Inshitution may be excused from camrecting providing It is detetminad | ™
ather safeguards provide sufficient pritgction to the patienis. (See ivglructions.) Except for nursing homes, the findings stated abova are disclosable 90 days
following the daio dof survey whethar or ng action is providad. For nuwrsing horas, the above findings and plans of corraction are disclosable 14
days following the daie these documents are made avallable Td acility. If deficiencies are cited, an appraved plan of carrection is requisite to continued
program pariclpation.
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; The Director of Maintenance will

i report results of compliance with

I smoke detectors and their locations
to air supply audits to the Quality

' Assurance Performance '

: Improvement meeting for 3

months or until compliance is
schieved, Members of the
committee include Medical
Director, Director of Nursing,
Administrator and Assistant
Director of Nursing, Staff
Development, Social Services,
Dietary Manager, Rehab Manager,
Activity Director, Environmental
and Unit Mangers. S/16116
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MATN BUILDING 01 COMPLETED
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) 1D SUMMARY STATEMENY OF DEFICIENGIES i o i PRQVIDER'S PLAN DF CORRECTION | g
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX ° {EACH CORRECTIVE AGYION SHOULDBE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIDN} H Tas |} CROSS-REFERENCED TO THE APPROPRIATE DaATE
: ‘. DEFICIENCY) ;
| i | ;
K 051} Continued From page 1 : KOS5l ;
4/111186. , Koe4 ;
K 064 | NFPA 101 LIFE SAFETY CODE STANDARD | K 064/ 1.) The Director of
§8=F i . - Maintenance on Aprii 11,
Portable fire extinguishers shall be installed, ; : 2016, removed all obstructions \
inspected, and maintained in a!l health care ! to the fire extinguishers in the
occupancies in accordance with 9.7.4. 1, NFPA facility. ':
i : . inten Di :
This STANDARD s not met as evidenced by: i extinguishers throughont the ;
Based on observation and interview, the facility : KLnguishers troughout
falled to ensure fire extinguishers were ' facility to determine their ‘
un-obstructed.(NFPA 10, 1-6.6) ] compliance on April 12, 2016. |
E 3.) The Maintenance Director i
The findings include: i was in-serviced by the :
: ' I Administrator on ensuring fire ;
Observation and interview with the maintenance : extinguishers were un- '

director on 4/11/16 between 12:25 and 2:00 PM |

confirmed fire extinguishers were obstructed in - | :
dietary(2), by the MDS office and the extinguisher | :
in the therapy corridor was hidden by an arlificial | :

obstructed on April 26, 2016. ;
The facility did a staff in-
service that was completed on

shrub. April 22, 2016, on ensuring :
: fire extingnishers stay un- l
These findings wers verified by the Maintenance i obstructed at all times. E
Supervisor and acknowledged by the : The preventative maintenance i
Administrator during the exit conference on program will in¢lude aoditing ‘
4/11/186. : fire extinguishers to ensure
K072} NFPA 101 LIFE SAFETY CODE STANDARD K072 that they are in compliance.

$5=D 4.} Audits of the. preventative

maintenance program for
enswring fire extinguishers

Means of egress shall be continuausly maintained |
free of all obstructions or impediments to ful
instant use in the case of fire or other emergency. _obstructed. wi
: No furnishings, decorations, or other abjects shall St:ry,;‘;_?nggsb 11:;2 ﬂd‘:ilxl]lt:rfan oo
obsfruct exits, access thereto, egress there from, % tor d f" . 5 d
or visibility theraof shajl be in accordance with : tector dally times o days
7.1.10. 18.2.1, 19.2.1 and then weekly times 3 weeks
This STANDARD is not met as evidenced by: and then monthly times 2
Based on observation and interview, the facility months and/or until 100% _.
fafled to ensure corridors in the means of egress compliance. X
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i
t
t

Mangers.

! )

i : The Director of Maintenance
will report results of the fire
extinguisher un-obstructed

E audits to the Quality
Assurance Performance
Improvement meeting for 3
months or until compliance is
achieved. Members of the
committee include Medical
Director, Director of Nussing,
Administrator and Assistant

i Director of Nursing, Staff ~

' Development, Social Services,
Dietary Manager, Rehab

; ' Manager, Activity Director,

} ' Environmental and Unit

516116
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NFPA 101 LIFE SAFETY CODE STANDARD

IDENTIFICATION NUMBER: A BUILDING 01 - MAIN SUILDING 01 COMPLETED
B. WING 04/11/2016
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
by - 701 SEQUOYAH ROAD
SODDY-DAISY HEALTH CARE CENTER SODDBY-DAISY, TH 37379
[ X&) D | SUMMARY STATEMENT OF DEFICIENCIES ! 0 PROVIDER'S PLAN OF CORREGTION i {%5]
PREFIX i {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORREGTIVE ACTION SHOULD BE ] COMPLETION
TAG 1|  REGULATORY DR LSC IDENTIFYING INFORMATION) | 7AG CROSS-REFERENCED TO THE APPROPRIATE | DATE
: E DEFICIENCY) '
; | E
K072 ; Continued From page 2 P K072 K072 :
:v[?;e mfi?éaiznﬁd clear of all obstructions (NFPA | | 1) The Maintenance Directot 5
s 71.10.2.1) ;' on April 11, 2016, removed all
' The findings include: i : items that were obstrocting or
' . ! : impediments to full instant use :
Observation and interview with the Maintenance - of egress in the identified area. 5
Directar, during the facility tour on 4/11/16 ! ; 2.) The Maintenance Director t
between 9:00 AM and 11:30 AM confirmed the | audited the entire facility for |
service corridor had beds stored and Iifts/carts ' obstruction or impediments to
stared by the MDS office. : full instant use of egress to
o . 3 determine compliance on April |
These findings were verified by the Maintenance 12 2012 P prt \
Supervisar and acknowledged by the ! i ’ e .
Administrator during the exit conference on ! 3.) The Maintenance Director i
K 130 | NFPA 101 MISCELLANEQUS i K130 administrator on ensuring
SS=D | , f means of egress shall be
' OTHER LSC DEFICIENCY NOT ON 2786 , continuously maintained free 1
i This STANDARD s not met as evidenced by: of all obstructions or :
. Based on observation and interview, the facility ; impediments to full instant use ‘
faile!:l ta maintain the fire resistance rating of fire " , in the case of fire or other
| barriers. (NFPA101, 8.3.5.1, 19.1.1.1.2) ; | emergency on Apri] 26, 20(6.
i o ': i The fecility did a staff in-
The findings include: E | service that was completed oh !
Observation and interview with the maintenance 5 April 22, iﬂ.lﬁ,l?n 8 f.?_ft
! director an 4/11/16 at 10:00 AM revealed the | | egress path in all corridors,
rated cefling in the dishwashing room and in the | ! The preventative maintcnance
kitchen area was damaged due to water leak. | i program will include auditing -
The ¢eiling was sagging and the tape was ; : means of egress to ensure
releasing. ! f there in compliance with
: ; maintaining means of egress
These findings were verified by the Maintenance . 5 that are free of all obstructions :
Supervisor and ar_:kn?;vledged bbf’ the | : or impediments to full instant :
ﬁjc_itq'}l?ésirator during the exit confarence on : use in the case of fire or other f
) ! emergency. i
K 147 K 147 A |
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4.) Audits of the preventative
maintenance program, which

i inciude means of egress, will
be performed by the

" Maintenance Director daily

’ time 5 days and then weekly
times 3 weeks and then

_ monthly times 2 months

; and/or uniil 100% compliance.

! The Director of Maintenance
1 will report results of sprinkier
: coverage audits to the Quality
_ : Assurance Performance

; < : Improvement meeting for 3
months ar until compliance is
achieved. Members of the
committee include Medical
Director, Director of Nursing,
Administrator and Assigtant
Director of Nursing, Staff
Development, Social Services,

i Dietary Manager, Rehab
Manager, Activity Director, :
' ‘ and Environmental, oy
; :
i
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NLME OF FROVIDER OR SUPPLIER

SOODY-DAISY HEALYH CARE CENTER

STREET ADDRESS, CITY, STATE, ZIF CCRE -
701 SEQUOYAH ROAD
SQDDY-DAISY, TN 37379

{ SUMMARY STATEMENT OF DEFIGIENCIES 1D FROVIDER'S PLAN OF_COF.RECTiOr-I ' (‘{;‘:‘; B
;ﬁ?;g{ t {EACH D:\'-']CIE MEY MUST 8 PRECEDED BY FLLL RREFIX {EACH CDPRECTIVE ACTION SHOULD g : C.Gil;:é-: e
TAG REGULATORY Q2 LEC IDENTIEYING INFORMATION; TRG CROS3-REFSRENCED TO THE APPROPRIKTE oA

OEFCIENCYS

H
i

Ki30 '
1.) The Maintenance Director
contacted Lotves on April 15,
2016 and ordered the needed
5/8 sheetrock to replace the
damaged areas identified.
Tdentified areas will be
repaired by May 185, 2016.
2.) The Maintenance Director
audited the entire facility on
April 12, 2016, for fire
resistance barriers concerns.
3.) The Maintenance Director
was in-serviced by the
admirisirator on April 26,
2016, on maintaining the fire
resistance rating of fire
barriers. The preventative
mainienance program will
include auditing rooms to
ensure there in compliance
with fire resistance retings of
fire barriers. i
4,) Audits of the preventative ‘ -
maintenance program, which
include fire barriers, will be
performed by the Maintenance
Director daily time 5 days and
then weekly times 3 weeks and !
then montitly times 2 months
and/or until 100%% compliance,

Division of'—le::hn Cara Fedives
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DEFICIENCY)

{

The Director of Maintenance
will report results of fire
barriers audits to the Quality
Assuraoce Performance
Improvement meeting for 3

achieved. Members of the
committee include Medical

Administrator and Assistant
Director of Nursing, Staff

Dietary Manager, Rehab
Manager, Activity Director,
and Environmental,

months or until compliance is

Director, Director of Nursing,

Development, Social Services,

5/16/16
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STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA" {X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
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{Xd} I SUMMARY STATEMENT OF DEFICIENCIES ! o 1 PROVIDER'S PLAN OF CORRECTION {%5)
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TAG |  REGULATORY OR LSG IDENTIEYING INFORMATION) : TAG |  CROSS:REFERENCED TO THEAPPROPRIATE | &
i j DEFICIENCY) !
K 147 | Continued From page 3 | K147 K147
Elecirical wiring and equipment shall be in : i ;
accordance with National Electrical Code. 9-1.2 1.) The M?mtcn.ance Director did
(NFPA 99) 18.9.1, 19.9.1  the following things to resolve the
This STANDARD is not met as evidenced by: outstanding items: (1) on APfll 11, i
: Based on observation and interview, the facility | 2016 removed all power stripsand |
: failed to maintain electrical equipment. i medical equipment was plugged |
into outlets (2) on April 18,2016 - !
The findings include: red tape was placed at all electrical |
Observation and interview with th nten parels indicating the 3 foot barrier :
servation and lerviow with the malntenance : (3)on April 25, 2016, Ceiling light
giﬁztgrrlfg& 113!16 between 10:00 AM and 1;30 i ' was replaced with a new 4 foat
' ; :  LED light purchased from Lowes
1. Bed in physical therapy was plugged intoa ! i onAprll5, 2016.
power strip. 5 ¢ 2.} The Maintenance Director
2. Two separate oxygen concentrators were | audited the entire facility to ensure
: plugged into power strips in physical therapy. ' compliance on April 12, 20186, for
3. Power strips were plugged into each other in (1) power strips, (2) 3 foot clear
phy'sical therapy behind the computer work : space in front of electrical panels
station. ' ‘ _ : and (3) missing light fixtures with
4. No 3’ clear space in front of electrical panels © the wires exposed.
$azisgriggrsgest wing electrical rooms and in | f 3.) The Maintenance Director was
5. Aceiling mounted flzorescent light fixiure had | i ﬁ»s_emTeEdlby the a(d:mmlsl:rator on
been remaved in the Jaundry, and the wires were atlonal Eleetrical Code. 9-1.2
hanging exposed. (NFPA 99)18.9.1,19.9.1 on April
These findings were verified by the Maintenance 26, 2016. The preventative
Supervisor and acknawledged by the ;  malntenance program will include
Administraior during the exit conference an i auditing rooms 10 ensure there in -
4/111186. :  compliance with electrical
i equipment,
a !
! i .
' i
:
; i :
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4.} Audits of the preventative
maintenance program, which

include electrical equipment, will

be performed by the Maintenance '!
Director daily time 5 days and then
weekly times 3 weeks and then

monthly times 2 months and/or .
until 100% compliance. !

The Director of Maintenance will
report results of electrical
equipment audits to the Quality
Assurance Performance
Improvement meeting for 3 f
months or until compliance is

achiaved, Members of the

: commines include Medical

Director, Director of Nursing,

| _ Administrator and Assistant

Director of Nursing, Staff
Development, Social Services,

Dietary Manager, Rehab Manager,
Activity Director, and |
Environmental.
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